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INTRODUCTION
Health care professionals have an essential role in tobacco control through educating their patients about the health hazards of tobacco use and supporting tobacco control policy actions by promoting smoke-free workplaces and extending the availability of tobacco cessation programs. 1, 2 Dentists can increase the awareness of women about the dangers of tobacco use during pregnancy and influence children and adolescents to follow a tobaccofree lifestyle. 3 Also, patients perceived that their dentists had a vital role in smoking cessation activities and smokers were also more likely to stop smoking when suggested by their dentist. 4 Physicians are aware of the health hazards associated with smoking and SHS exposure. Nevertheless, high numbers of physicians smoke and are exposed to SHS. [5] [6] [7] Smoking prevalence rates range from 5% to more than 40% among third-year medical and dental students across different countries. [8] [9] [10] Also, about 70% of students reported SHS exposure in public places. 8, 9 In Saudi Arabia, smoking prevalence among male medical students in two different universities in Riyadh was 13 and 24% respectively. 11, 12 In addition, 38% were exposed to SHS. 11 Prevalence rates in the western region even are higher than in other regions of the country. 13 One study revealed that 25% of male medical students attending King Abdulaziz University (KAU) in Jeddah, were current tobacco users. 14 A cross-sectional study conducted among 336 Saudi dental students studying at KAU showed that the overall prevalence of smoking is 25% and nearly 50% of smokers started smoking during the dental program; 10 40% of male dental students are smokers, 10 which is remarkably higher than the smoking prevalence rate among the general population (12-15%) in Saudi Arabia. [15] [16] [17] In addition, 96% of students are exposed to SHS in public places, such as cafés, restaurants, and universities. 10 This is a significant problem, as it is higher than what was reported in many population-based studies. [16] [17] [18] Original research
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This makes dental students have special interest in smoking studies due to their higher exposure despite their education and role in tobacco control. Saudi Arabia adopted smoke-free policies in public places in line with the World Health Organization Framework Convention on Tobacco Control which the country signed in 2005 and banned tobacco use in public places, such as airports, restaurants, and health care institutes. 19 The highest level of achievement was attained in 2012. In addition, the advisory board of deans at KAU approved the smoking-free university project to protect its community from the harm of SHS exposure since April, 2004.
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Although a smoke-free policy was established, it is not effectively enforced. In a cross-sectional study published in 2017, 39% of 336 dental students at KAU reported exposure to SHS at the university. 10 This might be due to the fact that public tobacco use is not well addressed in the dental college curriculum. 21 Health sciences university students in Barcelona supported indoor smokefree policies, but their support for extending smoke-free regulations to outdoor areas of university campuses was limited. 22 It is necessary to educate students about tobacco control and emphasize their importance as role models before extending outdoor smoke-free legislation at university campuses. 22 The community support for the smoke-free policy is an essential factor for the success of enforcing this policy. 23 Comprehensive smoke-free policies are effectual in diminishing exposure to SHS and intention to smoke on University campus. 24 A Russian study concluded that smoke-free universities help young adults avoid initiating regular smoking. 25 A Vietnamese study reported that positive changes in knowledge and attitude toward smoke-free universities were associated with the adoption of tobacco control legislation. 26 Several studies have investigated the attitudes toward a smoke-free policy in different countries. 22, [26] [27] [28] However, further work is needed to identify those factors critical for the support for a smoke-free policy to ensure the compliance with such policies. 22, [26] [27] [28] Therefore, here, we evaluated factors affecting the support for a smoke-free university policy among dental students.
The objectives of the current study were: • To evaluate the awareness and the compliance with the smoke-free university policy.
• To assess and identify factors affecting the support for a smoke-free university policy.
MATERIALS AND METHODS
This is a cross-sectional survey of dental students in Jeddah, Saudi Arabia. The study was conducted in accordance with the Declaration of Helsinki. Ethical approval was obtained from the ethical research committee at the Faculty of Dentistry at KAU (Approval No. 012-12).
Participants and Recruitment
We recruited dental students in person from the Faculty of Dentistry at KAU, which is the largest and oldest university in the western region. The undergraduate dental program at KAU is a 6-year program followed by a mandatory internship year. The actual clinical component of the training begins in the fourth year. We invited all senior students (4th, 5th, and 6th year and interns) studying at KAU to participate in this study (n = 380). We distributed an anonymous self-administered paper-based questionnaire with a cover letter explaining the aim of the study, the researchers' affiliation and contact information, and the voluntary nature of participation. Students were asked to compile all questionnaires together via one student and then return them to the investigator. Only completed questionnaires were used for the study.
Respondents gave consent to be included by completing the questionnaire.
Questionnaire
The survey questionnaire consists of 30 questions, including closed-ended, multiple-response, and rating questions. Questions using a Likert scale that consisted of a 5-point scale, ranging from "strongly agree" to "strongly disagree." The questions were adapted from the literature. The questionnaire was evaluated by four health care professionals who are experts in the field for face and content validity. In addition, it was pretested before the final study to confirm that the questions were clear. The questionnaire was structured in six sections. Section A surveyed the smoking status and smoking habit at the university (frequency and location of smoking at the university each day). Section B surveyed the exposure to SHS at the university (frequency of exposure to SHS, the frequency of smelling tobacco smoke and frequency seeing cigarette filters on the ground). Section C surveyed students' support for the smoke-free policy. Section D surveyed the students' awareness of the existence and implementation of the policy at the university. Section E addressed the demographics of the respondents.
At the beginning of the questionnaire, we informed participants that smoking refers to any type of tobacco, such as cigarettes, moassel, shisha, cigar, pipe, or any other form of tobacco. We categorized smoking as current smoker, former smoker, or nonsmoker which were defined as individuals who reported smoking any tobacco product currently, smoking any tobacco product in the JCDP past but not currently, and never smoked before respectively. The presence of a smoker in a household, friend's house, and exposure at the university were measured using a Yes/No question.
Knowledge of smoking hazards items were adapted from Mansour 10 and Gharaibeh et al. 29 This part consisted of five statements: (1) tobacco smoke is dangerous for nonsmokers' health; (2) exposure to tobacco smoke can cause lung cancer in nonsmokers; (3) smoke from other people's cigarettes will shorten my life; (4) children who are exposed to tobacco smoke have more illnesses, such as colds; and (5) parents or adults should not smoke near children. Respondents rated these five items using a 5-point Likert scale as follows: strongly agree = 5; agree = 4; neutral = 3; disagree = 2; and strongly disagree = 1. The willingness to accept SHS exposure-a multicomponent 13-item scale with an internal consistency of 0.87-was developed by Mansour and Bakhsh. 30 The scale allows the calculation of a total score. 30 The support for a smoke-free policy was measured using the following three statements: (1) a university should be a smoke-free environment; (2) I would like to see this university become smoke-free; and (3) public places should be smoke-free, using a 5-point Likert scale as follows: strongly agree = 5; agree = 4; neutral = 3; disagree = 2; and strongly disagree = 1. Participants answered a question about existence of a policy against smoking in the university (Yes, no, and not sure) and only participants who answered yes proceeded to answer the following two questions: (1) what is the university policy against smoking; and (2) In your opinion, are the official policies about smoking in the university followed?
Statistical Analysis
We coded and analyzed all data using the Statistical Package for the Social Sciences version 24.0 (SPSS Inc, Armonk, New York City, USA). The total score for the knowledge of the smoking hazard was calculated using the methods described in Mansour. 10 Total score of willingness to accept SHS exposure scale was calculated using the method described in Mansour and Bakhsh. 30 We also calculated the total score for the support for a smoke-free policy after converting the 5-point Likert scale using the following codes: strongly agree = 5 to +2; agree = 4 to +1; neutral = 3 to 0; disagree = 2 to −1; and strongly disagree = 1 to −2 by summing the score of the three items. The total score ranged from +6 (greater support) to −6 (No support).
For the categorical variables, we calculated the frequency and column percentages comparing smokers with nonsmokers using chi-square. For continuous variables, we calculated mean and standard deviation (SD), comparing smokers with nonsmokers using t-test. The alpha was set at 0.05; all tests were two-tailed.
Linear regression analyses assessed the support for a smoke-free policy. First, a series of simple linear regressions identified variables significantly related to the dependent variable-support for a smoke-free policy. The unadjusted regression coefficient (β), 95% CI, p-value, and R 2 were calculated for all independent variables. The explanatory variables were sex (men/women), smoking status (smokers/nonsmokers), total score for willingness to accept SHS exposure scale, the total score for knowledge of health hazards, awareness of policy existence (yes/no), having a smoker in the household (yes/no), having a smoker in friend's house (yes/no), and exposed to SHS in the university (yes/no). Multiple linear regression analysis using a stepwise variable selection method was used when more than one variable was found to be statistically significant in the univariate analyses; by doing so, the relative contribution of each predictor variable could be obtained, while controlling for the influence of other variables. Any variable with a significance level of p < 0.25 was used for multiple linear regression analysis. The adjusted β, 95% CI, and p-value for all independent variables were calculated.
RESULTS
Of 380 dental students invited to participate, 313 (82.4%) returned complete questionnaires. Complete descriptive statistics of the categorical and continuous variables are displayed in (Table 1 ). Among our sample of dental students, 24% are smokers. The sample includes 57% women, and 24% of the smokers are women. The subjects included in the sample reported that 39, 25, and 38% are exposed to SHS in the university, their household, and at their friends' houses respectively (Table 1) . Also, we found that the average knowledge of smoking hazard score and the support for smoke-free policy score were higher among the nonsmokers than the smokers (20.87 vs 19.24 and 5.36 vs 2.23 respectively). Regarding the willingness to accept SHS exposure, we found that nonsmokers have a lower average score to accept SHS exposure than smokers (34.87 vs 57.21) ( Table 1) .
In all, 23% of the students reported that they smell smoke at the university. Also, 76% see cigarette filters on the ground at least sometimes, and 39% reported that they are exposed to SHS at the university. Table  2 shows the awareness of the dental students about smoking policies at the university. When we asked about the awareness of the existing policy against smoking, 52% of smokers and nonsmokers knew that there is a policy against smoking. Among those who acknowledge the existence of a policy, only 64% know that it is prohibited to smoke anywhere on campus. Also, only 38% believe that this policy is followed or enforced, while 45% disagree and think that the policy is not followed.
Determinants of Support for a Smoke-free Policy among Saudi Dental Students
Univariate analysis (crude regression) results for the determinants of support for a smoke-free policy among Saudi dental students and unadjusted beta coefficients (β) are shown in Table 3 .
Sex, smoking status, willingness to accept SHS exposure, knowledge of health risks, awareness of policy existence, and exposure to SHS in the university were all statistically significant except for having a smoker in the household (β = 0.27, p < 0.39, R 2 = 0.002) and having a smoker in a friend's house (β = 0.13, p < 0.69, R 2 = 0.001).
The crude unadjusted regression models showed a direct relationship for increasing support for a smoke-free policy with being a nonsmoker (β = 3.13, p < 0.0001, R 2 = 0.29), b Only participants who answered "Yes" proceeded to answer the following questions; *p < 0.05 (Significant) The parameters of sex = women, smoking status = smokers, a smoker in the household = Yes, a smoker in a friend's house = Yes, and exposed to SHS in the university = Yes were the reference categories Examining the unadjusted models, we found that smoking status explained 29% of the support for a smoke-free policy. We used a stepwise variable selection method to build a multivariate linear regression model. Collinearity analysis showed no sign of collinearity with all variance inflation factor reading below 10 ranging between 1 and 2. The presence of a smoker in the household and in a friend's house, awareness of policy existence, and exposure to SHS in the university were excluded from the multivariate model. This fitted model is statistically significant (p < 0. 
DISCUSSION
Of the whole sample, 24% are smokers, and at least 25% are exposed to SHS in their homes, their friends' house, or at the university. Compared with smokers, nonsmokers have greater knowledge of the hazard associated with smoking, as well as greater support for a smoke-free policy. Also, smokers are more willing to accept SHS exposure than nonsmokers. Although there is a policy that bans smoking on the campus, only 52% of the students know that this policy exists. Of those who know that a policy exists, only 63% know that the policy bans smoking anywhere on campus, and 44% believe that the policy is not enforced or followed; 23% of the students reported smelling smoke on campus, 76% see cigarette filters, and 63% are exposed to SHS. The model created here shows that being a man and the willingness to accept SHS exposure are associated with not supporting a smoke-free policy. On the contrary, being a nonsmoker and having better knowledge of the hazards of smoking are positively associated with support for a smoke-free policy. Using sex, smoking status, knowledge of smoking hazard score, and willing to accept SHS exposure score data, our model explains 45% of the variability in the support for a smoke-free policy.
Smokers account for 24% of the dental students, compared with 13% in a school in the capital of the country and in other places. 25, 27, 28 In our sample, women account for 24% and men for 76% of the smokers, which is similar to the distribution in other schools. 25, 27, 28, 31 In our study, we found that 25 to 39% of dental students are exposed to SHS either at their home, at their friends' houses, or at the university. This value is lower than has been reported in other studies, where they report that 60 to 90% are exposed to SHS. 23, 32 We found that 52% of the students knew that a policy exists about smoking on campus. However, only 64% know that the policy bans smoking anywhere on campus. Only 38% think that this policy is followed or enforced. Other studies did not report awareness of the existence of a policy banning smoking.
In our study, we found that women, being a nonsmoker, having better knowledge of the smoking hazard, and being less lenient in accepting SHS exposure are all strong predictors of support for smoke-free policy on the university campus. Other studies in Saudi, New Zealand, Canada, and the USA reported similar results, where men and being a smoker present less support for the policy. 23, 27, 28, 31 On the contrary, no other studies examined the knowledge of the smoking hazards and the willingness to accept SHS as predictors of support for the smoke-free policy. Our study has some limitations, including the small sample size and potential recall bias, self-reporting bias, and social desirability. The study was limited to dental students who might show some different characteristics with other faculties. We recommend a future study including a larger sample size, perhaps including the whole university and not focusing on the medical and dental student, thereby gaining a clearer image of the attitudes of the students across the university campus. The study has several strengths, one of which is the high response rate (82%). Another strength is how this study evaluates the awareness and the support of the existing smoke-free policy.
CONCLUSION
We conclude that a policy banning smoking would be supported by those students who are knowledgeable about the health hazards of smoking and those who are unwilling to accept exposure to SHS. Students believe that, although the policy already exists, there is a need for better methods to enforce the policy on a wider scale.
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QUESTIONS ABOUT EXPOSURE TO SECOND-HAND SMOKE
Second-hand smoke is a smoke that comes from the use of a tobacco product (cigarettes, moassel, shisha, cigar, pipe, or any other form of tobacco) and smoke that is exhaled by smokers which anyone can be exposed to.
9. Where do you get exposed to second-hand smoke? (Please select ALL that apply) I do not get exposed to second-hand smoke . I would like to see this university become smoke-free.
A smoking ban would be unfair to smokers.
Smoking is dangerous to smokers' health.
A smoke-free policy is difficult to enforce.
Smoking policy is effectively enforced at this university.
A smoke-free campus will help a smoker quit.
Tobacco smoke is dangerous for nonsmokers' health.
Children who are exposed to tobacco smoke have more illnesses, such as colds.
Exposure to tobacco smoke can cause lung cancer in nonsmokers.
Public places should be smoke free.
Parents or adults should not smoke near children.
Smoke from other people's cigarettes will shorten my life.
Designated areas for smoking should be assigned in the university. When I encounter someone who is smoking, I distance myself to make sure that I will not be exposed to smoke.
If I am with a group of people, and someone begins to smoke, I will remain with the group.
If I encounter a friend or relative who is smoking, I will sit and talk with him/her while he/she is smoking.
When I am in a public place, such as a restaurant or office, I will leave if unable to sit in the nonsmoking section.
If my husband/wife, friends, or relatives are gathering in a designated smoking area to smoke, I will join them rather than be alone. 
